A 70-year-old woman presented to the emergency department with symptoms of a lower respiratory infection. A chest x-ray showed enlargement of the mediastinal space. The patient was admitted with a respiratory tract infection and started on antibiotic treatment. A computed tomography (CT) scan of the thorax revealed a large diaphragmatic hernia with stomach, large intestine and caudal pancreas lodged in the thoracic cavity. After the antibiotic treatment, the patient became asymptomatic and surgery repair was declined.
INTRODUCTION
The Morgagni hernia consists of a defect in the anterior diaphragm, being more common on the right and allowing herniation of abdominal contents to the thorax 1, 2 . It is the rarest form of congenital hernia, representing 2 to 3% of all cases
2
. Most adults present with non-specific respiratory and gastrointestinal symptoms 2 .
CASE REPORT
A 70-year-old woman, with a known history of hypertension, presented to the emergency department with purulent cough and dyspnoea, which had started the day before. She was hemodynamically stable but febrile (38.8ºC), with reduced breath sounds on the lower-right hemithorax. She had a slightly elevated C reactive protein (5.5mg/dL) and hypoxemia in air room (pO2 59mmHg). Chest x-ray showed enlargement of the mediastinal space, with right-sided air-fluid level (Fig. 1) , best visible in the right-lateral view (Fig. 2) . She was initially admitted with the diagnosis of respiratory tract infection and empirically started on amoxicillin/clavulanate and clarithromycin (covering the most frequent respiratory pathogens from the community). The patient was then transferred to the medicine department and, upon arrival, it was decided to perform a computed tomography (CT) scan of the thorax to clarify the changes seen in the initial chest radiograph.
The CT scan showed a massive supradiaphragmatic hernia, with interposition of bowel loops between the aortic arch and the cardiac silhouette (Fig. 3) . There was a right-lower lobe collapse determined by this hernia, and there was also herniation of the entire stomach and part of the pancreas tail (Fig. 4) that was responsible for the opacity seen in the x-ray. The diagnosis of Morgagni hernia was made, with a concomitant lower respiratory tract infection. At the second day of therapy, the patient was afebrile and at the end of antibiotic treatment she was completely asymptomatic. The patient was also evaluated by a surgical team but she declined surgical correction. 
